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a  b  s  t  r  a  c  t
A  13-year-old  boy  was  found  unconscious.  Ventricular  ﬁbrillation  was  seen  in  his admission  to the
emergency  room.  Dilated  right  coronary  artery  and  increased  coronary  arterial  ﬂow  were  seen in echocar-ccepted 9 March 2013
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diography. In the  angiography,  left coronary  artery  abnormally  arising  from  pulmonary  artery  and
aneursymatic  dilatation  in  the  right  coronary  artery  was  seen.
<Learning  objective:  Anomalous  left  coronary  artery  arising  from  pulmonary  artery  is one  of  the  rare
reasons  for  myocardial  ischemia  in childhood.  Life  expectancy  can  be normal  which  depends  largely  on
the  number  of  collaterals  that  are  present  between  right  and  left  coronary  arteries.  However,  sudden
death  risk  always  exists.>
3  Jap
dial ischemia. Symptoms appear as pulmonary vascular resistance
decreases and blood ﬂow to coronary artery decreases. Flow to the
left coronary system is provided by collateral ﬂow from the rightudden cardiac arrest
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A 13-year-old boy was found unconscious and was brought to
he emergency room; ventricular ﬁbrillation was seen during his
dmission. After deﬁbrillation normal rhythm was obtained, he was
ntubated and taken to the intensive care unit.
It was learnt from his family that he was totally asymptomatic
nd healthy before that event. He did not have history of such an
ttack of chest pain or syncope. He did not use any medication and
e did not have any narcotic habit.
His cardiac enzymes (creatinine kinase myocardial fraction and
roponin I) were normal initially, later on they had increased. In his
chocardiographic examination, left coronary artery abnormally
rising from pulmonary artery and aneursymatic dilatation in the
ight coronary artery were seen (Fig. 1), which were conﬁrmed by
ngiography (Figs. 2 and 3).
Hypoxic sequela was seen in his cranial magnetic resonance
maging examination. He was followed in the pediatric intensive
are unit and we gave supportive treatment. He did not have spon-
aneous respiration and he was mechanically ventilated. After we
ad made the diagnosis, surgery was planned but his general con-
ition got worse and without having a chance to be operated on,
he patient died on the fourth day of hospitalization.iscussion
Abnormal origin of left coronary artery from pulmonary artery
s a rare anomaly. Clinical presentation of anomalous left coronary
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artery from the pulmonary artery varies and depends on the
patient’s age, the pulmonary vascular resistance, the presence
of collateral vessels between the right and left coronary artery
systems, and the degree of myocardial ischemia. Approximately
87% present in infancy [1] and of these, 65–85% die before 1 year
of age from intractable congestive heart failure [2], usually after 2
months of age.
In the fetal period, pulmonary vascular resistance is high and
pulmonary artery pressure is equal to the aorta pressure; there-
fore perfusion in the anomalous left coronary artery from the
pulmonary artery is adequate, and there is no obvious myocar-Fig. 1. In his echocardiographic examination dilated right coronary artery was seen.
vier Ltd. All rights reserved.
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Fig. 2. Aneursymatic dilatation was seen in the right coronary artery.
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[Fig. 3. Left coronary artery abnormally arose from pulmonary artery.oronary artery system. At this time, ﬂow in the anomalous left
oronary artery from the pulmonary artery is retrograde. Rarely, a
arge collateral circulation may  be located between the right and
eft coronary systems, which may  provide adequate myocardial
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perfusion, allowing infants to have little or no clinical difﬁculties.
These extensive collateral vessels can provide enough coronary
ﬂow to allow patients to live to adulthood. Nevertheless, even these
people are at high risk of sudden death [3], especially during exer-
cise. Collateral ﬂow may  be inadequate during effort. Retrograde
ﬂow into the pulmonary artery persists, and myocardial steal con-
tinues. At this stage patients may  present with signs of myocardial
ischemia and sudden death occurs due to malignant ventricular
arrhythmias [4].
Once the patient is stabilized, surgical revascularization should
be performed to create a 2 coronary artery system. Previously, liga-
tion of the left coronary artery at its origin from the main pulmonary
artery was  performed without the use of cardiopulmonary bypass
but the patient remained at risk for ischemic episodes and sud-
den death. Current surgical procedures are directed at establishing
revascularization by creating a 2 coronary artery system via either
a left subclavian artery–coronary artery anastomosis, a saphenous
vein bypass graft, Takeuchi procedure [5] (creation of an aortopul-
monary window and an intrapulmonary tunnel extending from the
anomalous ostium to the window), or direct reimplantation [6]. By
establishing a patent 2 coronary artery system, most patients expe-
rience normalization of left ventricular systolic function, thereby
improving long-term survival.
Conclusion
Some of the cases with anomalous origin of the left coro-
nary artery from the pulmonary artery are asymptomatic. Life
expectancy can be normal which depends largely on the number of
collaterals that are present between right and left coronary arter-
ies. However, sudden death risk always exists especially due to
ventricular arrhythmias so they should be operated at the time of
diagnosis.
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